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COMMENTARY
Changing physician behavior: what does it take?
Think about your own clinical practice. When was the last
time you substantially modified one of your well-
established diagnostic or therapeutic approaches? What
were the factors that led you to make that change? Now
remember the last time, as a result of reading the report of
a study or attending a meeting, you thought, “I am con-
vinced that making this modification to my clinical prac-
tice will help my patients.” Perhaps, despite your good
intentions, you ended up not adopting the new method.
What factors led to your continuing what you recognized
as an inferior approach?

The factors that lead us to or prevent us from changing
are complex. What is clear is that clinical practice, like any
ingrained or habitual behavior, is difficult to alter. This is
particularly true in the busy, fast-paced environment in
which we work. But the stakes are high. How we pro-
vide care for our patients has a profound effect on their
health. Unfortunately, we are slow to use the results
of well-designed clinical trials to change our practices,
which means that our patients do not receive the best care
available.

The literature on changing physician behavior suggests
that the determinants of change are multifactorial.1 Tra-
ditional continuing medical education has focused on just
one of these factors: providing information. But it is clear
that knowledge alone—although necessary for change—is
not sufficient. Other important factors are remembering
the new information at the time a decision must be made,
believing that the information fits in the present situation,
believing the information is correct, having the skills to
make the change, being able to influence patient prefer-
ences, and having systems that support the new approach.

It is therefore no surprise that use of a “fixed physician

reminder system” by Frances and colleagues did not lead
to an improvement in the management of patients with
coronary artery disease. Computer reminders are promis-
ing tools to assist us in clinical decision making, but unless
they are used in conjunction with a multipronged educa-
tional intervention, they are unlikely to cause us to change
well-established habits.

Those of us who devote our time to designing and
delivering medical education have a challenge before us.
Increasingly, we are being asked to demonstrate results or
“outcomes” from our educational programs. It thus be-
comes our responsibility to devise programs that integrate
all the approaches needed to change physician behavior,
including reminders, findings of published studies, didac-
tic presentations, one-on-one or small-group sessions,
video conferences, skills demonstrations and practice ses-
sions, case-based learning, and personalized feedback on
performance. In the past, many of us were satisfied with
educating health care professionals without being con-
cerned whether these efforts were actually making a dif-
ference. But times have changed and expectations have
increased. In the future, perhaps, we will find satisfaction
as educators in knowing that our efforts are helping to
improve the health of our patients.

Author: David Shearn is director of Physician Education and Develop-
ment at Kaiser Permanente in Northern California supporting the ap-
proximately 4,000 physicians in The Permanente Medical Group.
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wjm’s Hanging Committee

Have you wondered about our “hanging committee” on the wjm masthead? These knowledgeable and talented indi-
viduals volunteer a great deal of time and expertise to the journal. Experts in clinical epidemiology, statistics, and study
design, they scrutinize all manuscripts previously subjected to peer review and found to merit serious consideration. They
not only help decide on suitability for publication, but also provide methodologic advice and suggestions to prospective
authors.

The “hanging committee” is not where manuscripts are sent to their execution. Rather, the term derives from an old
British Medical Association custom (and one shared by many other privileged groups in the United Kingdom), where
a special committee served as final arbiter of whether, and precisely where and how, a new portrait of some dignitary
should be hung.

Whether and how to “hang” our submissions, in public, for the enjoyment and edification of our readers, is just about
our most important job. We, therefore, are grateful for the support of this group of experts. We are lucky to have them.
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